It is incumbent upon the industrial medical officer to acquaint himself fully with the modern treatment of burns, and to pay special attention to burns of the hands. Burns of the exposed areas of the body, especially the hands, frequently occur among factory workers and it is of paramount importance that these cases should receive expert treatment from the earliest stages. In many instances only a small percentage of the body surface is involved and there is very little disturbance in the general condition of the patient. But phalangeal joints, the tip of the thumb being in apposition with the index finger. When the burn is confined to the flexor surface the fingers and wrist are placed in the extended position. Great attention must be paid to these details for if any stiffness occurs the disability will be minimal if the hand has been treated in the position of function. 3. Movement. It is advisable to keep the fingers at rest until the oedema has subsided, but throughout the remaining period of treatment much emphasis is placed on active movement. The saline BRITISH JOURNAL OF INDUSTRIAL MEDICINE bath is a great help in the preservation of function as finger exercises can be performed with little discomfort while the hand is immersed in the saline.
In some third-degree burns the extensor tendons are exposed in the fingers, and occasionally the tendons are destroyed over the proximal interphalangeal joints. Division of the extensor expansions at this point results in exposure of the joints and ankylosis usually occurs later. In these cases it is very important to splint the fingers in the position of function, otherwise they become fully flexed owing to the unopposed-action of the flexors and ankylosis takes place in the flexed position with disastrous consequences from the functional standpoint.
Complications of this type may necessitate splinting for an extended period but the average burn of the hand is only immobilized for two or three days while the oedema is subsiding; the patient is then encouraged to move his fingers as much as possible. With this regime 'the frozen hand' is never seen and final healing is frequently coincident with a full range of movement in the fingers.
4. Preparation of Raw Surfaces for Grafting. One of the advantages of the saline method is that sloughs separate rapidly so that most third-degree burns are ready for grafting by the twenty-first day.
Grafts cannot be applied until all dead tissue has been removed and healthy granulations are present. The granulations should be flat, firm and pink in 3 colour with the epithelium growing in rapidly at the edge of the raw area. If they are oedematous, hypertrophic and spongy it is useless to apply grafts as these will float off in the pus which exudes from the susface. The bacteriology of the wound is determined and efforts are made to control infection before operation is undertaken. The organisms most frequently present are haemolytic streptococci, staphylococci, B. pyocyaneus and B. proteus. Streptococcal infection is the most frequent cause of failure of grafts. The local application of sulphanilamide powder to the burn is often successful in getting rid of haemolytic streptococci, but some strains of this organism are resistant to the drug. Sulphanilamide-resistant streptococci can usually be eliminated with propamidine or penicillin, but the latter substance is not yet available for routine use.
Although in some cases it is necessary to employ special drugs, as a general rule raw sur:aces can be prepared for grafting by the method already described without additional aids. Success is largely dependent on a careful dressing technique and the prevention of cross-infection. 
